A prospective study of the management of menorrhagia in new patients presenting to gynaecological outpatients was undertaken at four centres in Northern Ireland and two in Great Britain. 325 patients were enrolled, the majority ofwhom (87%) hadsevere menorrhagia. Patients in allsix centres were similar in relation to age, marital status, parity, use of contraception and severity ofsymptoms. 62% of the patients were managed medically, improved and were discharged. The rates ofsurgical intervention, in particular in women aged less than 40, appeared higher in the Northern Ireland hospitals than Great Britain. There is a need to review and audit currentpractices in the management of menorrhagia.
INTRODUCTION
Menstrual disorders are common, accounting for almost 3% of all outpatient referrals and over 20% of referrals to gynaecology outpatients clinics. Menorrhagia, which accounts for a high proportion of gynaecology referrals, causes distress and restriction of daily activities and also leads to high levels of both medical and surgical intervention. In spite of these high levels of surgical intervention few women are found to have any pathological uterine condition, particularly in women aged less than 40.2 It is well recognised that the health and social services in Northern Ireland are funded at a higher level than Great Britain,3 in particular Northern Ireland's per capita expenditure on acute services has been much greater than that for England and Wales.3'4 There is also variation in the rate at which various types of medical and surgical activity are carried out in different regions in the United Kingdom.3 One such area is in the treatment of menstrual disorders. Two procedures often associated with the management of menorrhagia, uterine dilatation and curettage (D&C) and hysterectomy, have received much attention both in the media and in the medical literature.5'6'7 D&C involves a general anaesthetic and often an overnight stay, although the Audit Commission estimates that up to 86% could be performed as day cases.8 In addition the efficacy of D&C as a diagnostic tool has been questioned.6
In Great Britain D&C rates remained stable during the period [1977] [1978] [1979] [1980] [1981] [1982] [1983] [1984] [1985] [1986] [1987] [1988] [1989] A-
METHODS
The two year multicentre prospective study was carried out between January 1991 and December 1992. There were four centres in Northern Ireland, one in Scotland and one in England.
The subjects were all new patients presenting to gynaecological outpatients with symptoms of menorrhagia. They were initially identified by screening the referral letters and enrolled in the study once they had given verbal consent. A three stage colour coded, doctor administered questionnaire was used for initial presentation, hospital admission and review. The questionnaire was designed to obtain basic demographic data, the symptoms of menorrhagia, the nature and results of investigations, proposed management, investigation and treatment in hospital, the outcome of treatment, and patient satisfaction with their treatment. Data was analysed on SPSS/PC.
RESULTS
A total of 325 women were enrolled in the study, 245 in Northern Ireland, 80 in Great Britain. A profile of the patients was carried out in relation to age, marital status, parity, use of contraception and severity of symptoms. The mean age of patients was 38 years (range 15-54) and 48% of women were aged less than 40. Eighty-two percent were married and 86 percent were parous. Forty-three percent were using some form of contraception and 19% had been sterilised. Criteria were devised to describe the patients as having mild, moderate or severe menorrhagia (Table 1) . On this basis the majority of patients (87%) were assessed as having severe menorrhagia There was no significant difference in any of these patient characteristics between the 6 centres. Overall 70% of patients were seen by a senior doctor (consultant/senior registrar or gynaecologist) but there was a wide variation between centres (range 10%-91%). Of the 325 patients 282 (87%) had a vaginal examination performed and 82 of these were described as abnormal. Twenty-four patients had outpatient endometrial biopsy performed, and 97 had vaginal ultrasound revealing an abnormal uterus in 31 patients. The first line management of each patient was decided at the initial consultation; 130 (40%) of the 325 patients were initially managed medically as outpatients (Table 2 ) and of these 80 (62%) improved and were discharged; 33 (25%) subsequently had a surgical procedure and the outcome is unknown in 17 (13%) (Figure) . 172 patients (53%) were initially admitted to hospital for investigation and treatment; 85 of these had a D&C performed, 54 underwent hysterectomy, seven had a transcervical resection of endometrium and the remainder (42) had a variety of other procedures carried out (Table 3) . 
DISCUSSION
The majority of women in this study were referred with symptoms of severe menorrhagia but little information was available on whether they had been adequately treated by their general practitioners prior to being seen at the gynaecological outpatients. One study of referrals to a gynaecology outpatients revealed that as many as 43% of women referred had mentioned their symptoms less than one month before the referral and half of these did not appear to have symptoms indicating urgent referral, yet their general practitioners had not tried a course of medication.' Almost two thirds of women in this study had a surgical intervention for management of their symptoms -one third of the women having a D&C and more than a quarter having a hysterectomy. No uterine pathology was detected in any of the women having a D&C, or in more than a third of women having hysterectomy. Given that almost two thirds of patients treated medically in the study had a successful outcome it is possible that some of these surgical procedures could have been avoided. It is clear that some gynaecologists believe that it is appropriate to carry out D&C despite the evidence that it is diagnostically inaccurate, therapeutically ineffective and also risks trauma, especially in women who have not had children." This study shows higher rates of surgical intervention for the management of menorrhagia in women in Northern Ireland than in Great Britain, despite there being no difference in patient characteristics. Although the differences in D&C rates between Northern Ireland and Great Britain were not statistically significant the high rate of D&C in younger women in Northern Ireland is inappropriate. The results from this study would be in keeping with the high age specific D&C rates for young women in Northern Ireland. Age specific D&C rates are higher in all age groups in Northern Ireland compared with those from the Oxford region (Table 5 ). The use of D&C and hysterectomy should be subject to clinical audit in hospitals in Northern Ireland and guidelines developed in conjunction with general practitioners for the management of patients with menorrhagia.
